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Abstract
Objective To investigate the association between low functional health
literacy (ability to read and understand basic health related information)
and mortality in older adults.
Design Population based longitudinal cohort study based on a stratified
random sample of households.
Setting England.
Participants 7857 adults aged 52 or more who participated in the second
wave (2004-5) of the English Longitudinal Study of Ageing and survived
more than 12 months after interview. Participants completed a brief four
item test of functional health literacy, which assessed understanding of
written instructions for taking an aspirin tablet.
Main outcome measure Time to death, based on all cause mortality
through October 2009.
Results Health literacy was categorised as high (maximum score,
67.2%), medium (one error, 20.3%), or low (more than one error, 12.5%).
During follow-up (mean 5.3 years) 621 deaths occurred: 321 (6.1%) in
the high health literacy category, 143 (9.0%) in the medium category,
and 157 (16.0%) in the low category. After adjusting for personal
characteristics, socioeconomic position, baseline health, and health
behaviours, the hazard ratio for all cause mortality for participants with
low health literacy was 1.40 (95% confidence interval 1.15 to 1.72) and
with medium health literacy was 1.15 (0.94 to 1.41) compared with
participants with high health literacy. Further adjustment for cognitive
ability reduced the hazard ratio for low health literacy to 1.26 (1.02 to
1.55).
Conclusions A third of older adults in England have difficulties reading
and understanding basic health related written information. Poorer
understanding is associated with higher mortality. The limited health
literacy capabilities within this population have implications for the design
and delivery of health related services for older adults in England.
Introduction
Health literacy has been defined as “the degree to which
individuals have the capacity to obtain, process and understand
basic health information and services needed to make basic
health decisions.”1 2 The World Health Organization and
organisations responsible for public health in the United States
and Canada have identified health literacy as an important
determinant of population health.3-5 A rapidly growing body of
research is exploring the gap between patients’ health literacy
and the capabilities needed to effectively manage health.2 6 For
example, lower health literacy is associated with less knowledge
of chronic disease processes,7 poorer mental and physical health,
limited use of preventive services, and higher rates of hospital
admissions.8 Evidence for these associations emanates largely
from the United States.9 In the United Kingdom, patients are
increasingly expected to become active partners in their care,
yet neither “health literacy” nor “literacy” is explicitly
mentioned by the government in recent health strategies.10 11 Is
health literacy an important determinant of health outcomes in
the context of universal healthcare provision? We investigated
the association between health literacy and mortality among
older adults in England.
In this study we focus on functional health literacy—being able
to apply reading skills and basic knowledge in a health context.12
Health literacy, based on widely used measures of health related
word recognition and comprehension, correlates strongly with
general literacy13 14 but is assessed with greater health specific
content.15 Health literacy is also associated with cognitive
abilities, including processing speed and working memory.16 17
Low health literacy is predicted by older age, lower income,
fewer education qualifications, and being from an ethnic
minority group, yet the relation between health literacy and
health is reported to persist after accounting for education and
other socioeconomic indicators.2 7 8 Although educational
attainment is typically stable after early adulthood, an
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individual’s health literacy may increase (for example, through
interaction with peers or medical professionals), or decrease as
part of a general decline in cognitive capabilities with age.18
Intervention studies to tackle low health literacy have led to
improvements in self care and quality of life, lending importance
to health literacy as a potentially modifiable risk factor.19
Low health literacy may lead to particularly harmful
consequences in older age, given the complexities of managing
chronic disease and age related cognitive decline.20 21 We
investigated whether low health literacy was associated with an
increased risk of mortality in older adults in England,
independent of established risk factors, including age,
socioeconomic position, and pre-existing illness. We
hypothesised that harmful lifestyle behaviours and weaker
cognitive function would contribute to a significant association
between low health literacy and increased mortality.
Methods
The sample was drawn from the second wave (2004-5) of the
English Longitudinal Study of Ageing, a national cohort study
established in 2002 to study health and ageing in adults aged
50 years and above.22 Participants are contacted every two years
for interview and every four years for a health examination. The
initial interview (wave 1) included a nationally representative
sample of 12 099 adults aged 50 or more from private
households who had participated in the health survey for
England in 1998, 1999, and 2001—an annual government health
survey based on a stratified random sample of all households
in England. The second wave of the English Longitudinal Study
of Ageing included 8781 core participants, 81.5% of eligible
participants.23 Non-response was higher among those with no
educational qualifications, of non-white ethnicity, or with
limiting illness, and among women aged 85 or more.
Functional health literacy
We assessed health literacy using a brief four item
comprehension test based on instructions similar to those found
on a packet of aspirin bought over the counter. The test was
used in the international adult literacy survey24 and the adult
literacy and life skills survey.25 Participants were asked to read
a fictitious medicine label, enlarged to A4 size. They were able
to refer to the label while responding to questions asked by the
interviewer, such as “what is the maximum number of days you
may take this medicine?” and “list one condition for which you
might take the tablet.” The task was developed according to a
conceptual framework that defines literacy as an ability to fulfil
goal directed tasks, in this case in a health context.26 (See
appendix 1 for the full health literacy assessment and scoring
criteria.) Each correct answer scored 1 point, resulting in a health
literacy score of 0 to 4.
Outcome
We obtained data on all cause mortality through October 2009
from the National Health Service central data registry.
Covariates
From the wave 2 interview we obtained data on sex; age;
ethnicity (white or non-white); and education, based on the
highest qualification achieved (no qualifications, below degree
level, and degree or equivalent). To preserve anonymity,
participants agedmore than 90 are recoded to 99 years, therefore
we collapsed age into four groups (52-59, 60-69, 70-79, and
≥80). We coded occupational class according to the National
Statistics Socioeconomic Classification in to three categories
(managerial, intermediate, and routine). To account for different
distributions of wealth in older age, we categorised total
non-pension net wealth for the household into age related fifths
(above and below age 65).
Measures of baseline health included self reported doctor
diagnosed disease for six separate major life threatening chronic
conditions: diabetes, stroke, cancer, asthma, chronic lung disease
(including bronchitis or emphysema), and heart disease
(including angina, heart attack, congestive heart failure, and
abnormal heart rhythm).We coded participants as being positive
for depressive symptoms if they scored more than 4 on the eight
item Center for Epidemiological Studies depression scale.27
Participants were also asked if they had one or more illnesses,
disabilities, or infirmities that had affected or could affect them
for a prolonged period. If this condition limited their activities
we classified them as having a limiting longstanding illness.
Physical capabilities were also assessed by asking respondents
whether health or physical problems interfered with any of six
activities of daily living, such as dressing, walking, and using
the toilet; we coded yes to any question as a positive response.28
Self reported health behaviours included smoking (current or
not current) and frequency of alcohol consumption (daily/almost
daily or less than daily). Physical activity was coded as a
dichotomous variable based on moderate to vigorous leisure
time activity reported once a week or less than once a week.
We excluded body mass index (weight (kg)/height(m)2) from
the primary analysis owing to the low sample size agreeing to
a visit from the nurse (n=6192), but we included this variable
in sensitivity analyses.
Participants completed in private a battery of interviewer
administered cognitive function tests with the health literacy
assessment. We selected three measures to assess memory and
executive function that are known to be sensitive to age related
decline and would be minimally influenced by reading skills:
orientation in time (correctly stating the year, month, date, and
day of the week, yes or no); immediate recall (recall of 10
aurally presented words); and verbal fluency (number of animals
listed in one minute).23
Statistical analyses
Only core participants of the English Longitudinal Study of
Ageing with valid data for health literacy, month of interview,
and month of death and who consented to follow-up were
eligible for inclusion. We excluded from the primary analyses
those participants who survived fewer than 13 months from
interview. Based on this sample, the rate of missing data was
9.1% for ethnicity, 5.2% for wealth, and less than 1.5% for all
remaining variables. In the case of missing values for a given
covariate, we created a separate missing category and included
this in the models.29 To provide a minimum of 10% of the
population per category (n>786), we grouped health literacy
scores into three categories: high (no errors), medium (one
error), or low (more than one error). To compare baseline
characteristics across health literacy categories we used the χ2
test for linear trend for categorical variables and analysis of
covariance for continuous variables. We estimated the risks of
mortality by multivariable Cox proportional hazards regression.
Survival time was measured in months from date of interview
to date of death, or to follow-up in October 2009. We
hypothesised that lower health literacy scores would be
associated with an increased risk of mortality. Demographics,
measures of socioeconomic position, and baseline health
measures were identified a priori as potential confounding
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factors. We identified health behaviours and cognitive function
measures as possible mediators on the pathway between health
literacy and mortality. Covariates were entered in blocks, with
log likelihood tests carried out for each block to assess
improvements to model fit.
In secondary analyses we tested for differences in the association
between health literacy and mortality by age, sex, ethnicity,
education, or existing chronic disease (any of heart disease,
stroke, diabetes, cancer, asthma, or chronic lung disease) by
adding interaction terms into separate regression models. We
hypothesised that the association between health literacy and
mortality would be greater for those with chronic illnesses that
required complex self management behaviours.
To test the robustness of the association between health literacy
and mortality, we re-ran regression models, treating health
literacy as two and four categories. We also ran models based
on complete cases, with and without body mass index. Since
terminal cognitive decline may begin two to three years before
death, we tested the effect of excluding patients who died within
24 months after interview, and we compared the results with
all participants, regardless of survival time. To investigate
further the influence of missing data, we also used multiple
imputation of missing values for health literacy, baseline
covariates, and survival time. We included all variables in the
primary analyses in the imputation models, along with self rated
sight (excellent to poor, or blind (n=33), on a six point scale),
to create 20 imputed datasets.30 Imputation procedures are
described in detail in web appendix 2. All analyses were done
using SPSS version 18.0.
Results
Among core participants who were interviewed at wave 2 of
the English Longitudinal Study of Ageing, 8316 (94.7%)
completed the assessment of health literacy. The main reasons
for non-completion were sight (n=132) and health problems
(n=59). Older participants were less likely to complete the health
literacy assessment (83.2% of those aged more than 80;
P<0.001). Outcome data were not available for a further 324
participants with no consent for follow-up (n=318) or missing
survival data (n=6). After exclusion of 135 participants who
died within 12 months of interview, the analytical sample
comprised 7857.
Health literacy was categorised as high (maximum score,
67.2%), medium (one error, 20.3%), or low (more than one
error, 12.5%). Low health literacy included those scoring 2
(9.0%), 1 (2.7%), and 0 (0.7%). Lower scores were associated
with increasing age and indicators of low socioeconomic
position but not with ethnicity (table 1⇓). One quarter of adults
aged less than 60 could not correctly answer all four questions
(25.1%), compared with almost half of adults aged more than
80 (48.4%). Participants with no educational qualifications were
four times more likely to have low health literacy than
participants with degree level qualifications (21.3% v 4.9%).
Lower health literacy was also associated with a higher
prevalence of depressive symptoms, physical limitations, and
chronic diseases; specifically heart disease, diabetes, stroke,
and asthma. Smoking, physical inactivity, and alcohol
consumption less than daily were positively related to low health
literacy. Higher health literacy scores were associated with
stronger cognitive abilities, including orientation, verbal fluency,
and working memory.
Length of follow-up ranged from 13 to 66 months, mean 63.2
months (5.3 years). During follow-up 621 deaths occurred: 321
(6.1%) in the high health literacy category, 143 (9.0%) in the
medium category, and 157 (16.0%) in the low category.
Low and medium health literacy were associated with a 75%
and 24% increased risk of mortality, respectively, compared
with high health literacy, after adjusting for age and sex (table
2⇓, model 1). Adjustment for indicators of socioeconomic
position, including wealth, education, income, and ethnicity,
reduced the hazard ratio for low health literacy from 1.75 to
1.57 (95% confidence interval 1.29 to 1.92, model 2). After
additional adjustment for baseline health status, including major
chronic diseases, disabling illness, and physical health, the
relation between low health literacy and mortality was further
attenuated but remained significant (1.47, 1.20 to 1.79, model
3).
The influence of health behaviours on the association between
low health literacy and mortality was explored. Adjustment for
smoking, alcohol consumption, and regular physical activity
had a limited effect on the relation between low health literacy
and mortality, with the hazard ratio decreasing to 1.41 (1.15 to
1.73, model 4).
Including cognitive measures within the regression model
decreased the hazard ratio for low health literacy and mortality
to 1.26 (1.03 to 1.56, model 5). In addition to low health literacy,
sex, age, limiting longstanding illness, limited activities of daily
living, cancer, smoking, physical activity, and the cognitive
measures of fluency and time orientation were significant
predictors of mortality (see table in appendix 3). Likelihood
ratio tests confirmed that the addition of each block of covariates
in models 2 to 5 resulted in a significantly improved fit
compared with the previous model (P≤0.001).
The association between health literacy and mortality did not
vary significantly by age, sex, ethnicity, education, or
pre-existing illness (interaction terms, P>0.05).
Sensitivity analyses
The regression analyses were repeated with health literacy in
four categories, by further dividing low health literacy into those
scoring 2 out of 4 (n=711) and those scoring 0 or 1 (n=271). A
graded effect was evident, with the lowest scoring group having
a consistently higher risk of mortality. For example, in the model
adjusted for health behaviours, the hazard ratio for scores of 2
was 1.34 (1.06 to 1.68) and for less than 2 was 1.59 (1.18 to
2.14). To investigate the potential influence of preterminal
cognitive decline, we re-ran the regression models after
exclusion of 153 participants who died within 24 months of the
interview. Low health literacy remained a significant predictor,
with a hazard ratio of 1.32 (1.04 to 1.67) in the fully adjusted
model. Increasing the analytical sample to include all eligible
participants (n=7992), regardless of survival time, did not alter
the relation between low health literacy and mortality.
Introducing bodymass index into the model reduced the sample
size (n=5685), but the hazard ratio for low health literacy
remained significant. Using multiple imputation for missing
values generated similar results to analyses based on complete
cases; low health literacy remained a significant predictor of
mortality after adjusting statistically for demographics,
socioeconomic position, health status, and health behaviours.
(See appendix 2 for the hazard ratios for low health literacy
based on multiple imputation.)
Discussion
One in three older adults in England were unable to understand
basic usage instructions on a medicine label, indicating limited
No commercial reuse: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe
BMJ 2012;344:e1602 doi: 10.1136/bmj.e1602 (Published 16 March 2012) Page 3 of 10
RESEARCH
health literacy. Adults with low health literacy, with scores in
the lowest 12.5%, were more than twice as likely to die within
five years as adults with no health literacy limitations, and those
with moderate health literacy showed an intermediate pattern.
Differences in age, socioeconomic position, baseline health
status, and health behaviours explained less than half of the
increased risk. After adjusting for measures of cognitive
function, low health literacy was still a significant predictor of
mortality.
Strengths and weaknesses of the study
This is the first national prospective study to examine the
association between health literacy and outcomes in England.
Poor health outcomes are thought to be a factor of both
individuals’ health literacy and interactions with the healthcare
system,2 31 so research findings from the United States may not
necessarily apply in England, where healthcare is free at the
point of delivery. Studies based on two mid-sized (<3300
participants) American cohorts of elderly community dwelling
adults found that low health literacy was associated with more
than a 1.5-fold increase in mortality in multivariable analyses.20 21
One study in adults aged over 71 reported a 1.75-fold (95%
confidence interval 1.27-fold to 2.41-fold) increased risk of
mortality for those with the lowest 23.7% reading levels.20
Another study reported a hazard ratio of 1.48 (1.23 to 1.79) for
the quarter ofMedicare enrolees with inadequate health literacy,
or 1.27 (1.03 to 1.57) after adjustment for cognitive function.32
We found similar results despite differences in health literacy
measures, sample composition, and statistical analyses. In terms
of sample composition, the English Longitudinal Study of
Ageing population was younger and had a lower prevalence of
chronic diseases. Neither previous study adjusted for wealth as
a measure of socioeconomic position, which is a more accurate
measure of economic resources than income in older age.33One
did not adjust for measures of physical functioning or physical
activity at baseline20 and the other did not adjust for specific
comorbidities.21
The four item health literacy assessment used in this study was
taken from a validated international test of literacy.26 The task
had the advantage that it could be administered quickly and
simply in a large scale population survey. Respondents were
required to read and interpret written health related information.
This task arguably had greater face validity than themore widely
used rapid estimate of adult literacy in medicine (REALM), a
brief health literacy assessment in which respondents are tested
on their pronunciation (not understanding) of medical
vocabulary.14 34 A disadvantage was that separate validation,
performance metrics, or comparison data for individual items
from the international adult literacy survey were not available.
The only previous population survey of health literacy in the
United Kingdom used the test of functional health literacy in
adults (TOFHLA), which takes about 20minutes to administer.35
According to a survey of 759 adults, 30% of those aged 65 or
more hadmarginal or inadequate health literacy, which is similar
to the 32.8% of participants scoring below the maximum score
in this study.We did not have a validated cut-off point for “low”
health literacy, but a graded relation between health literacy and
mortality has been reported previously, with a noticeable
increase in the risk of mortality for the lowest 11.2% scores.36
Our results were consistent with an increasing risk of mortality
for lower health literacy scores.
Amajor weakness of the study, inherent in any population based
survey of health literacy, is the potential for non-response bias.
Adults with low literacy levels may try to hide their reading
difficulties37 and therefore be less likely to respond to surveys.
Completion of the health literacy assessment was high (94.7%),
but overall, older, non-white, less qualified adults were
under-represented in wave 2 of the English Longitudinal Study
of Ageing (81.5% eligible participants), so the prevalence of
low literacy is likely to be an underestimate.23 Our response
rates do compare favourably with other similar studies (for
example, 54.7% response rate reported by one).38The association
between low health literacy and mortality was robust in several
sensitivity analyses, including analyses based on multiple
imputation for missing data, giving confidence to the main
findings. We relied on self reported doctor diagnosed illness,
which has been found to be fairly consistent with doctor
diagnoses in studies carried out in adults of a similar age.39 40
We are not aware of evidence that low health literacy is
systematically associated with under-reporting or over-reporting
of doctor diagnosed illness, which would be a potential source
of bias. A recent study in patients with heart failure found an
association between health literacy and mortality even after
accounting for objective measures of disease severity.29 An
investigation into under-reported hypertension in the English
Longitudinal Study of Ageing, comparing self report with
objectively measured blood pressure, did not find a consistent
relation with wealth (which is correlated with health literacy),23
but this is a potential area for further research. The population
in this study was broadly representative of adults aged 52 or
more in England, but the results may not apply to younger age
groups or to international settings.
This is the first study to exclude deaths in the period
immediately after assessment of health literacy. In an elderly
population, the relation between mortality and health literacy
could be driven by sharp declines in aspects of cognitive
function preceding death.41 In the current study, we found that
health literacy predicted mortality whether or not deaths up to
24 months were excluded, suggesting that a steep precognitive
terminal decline did not account for the association.
Possible explanations and implications for
research, policy, and practice
The pathways between low health literacy and adverse health
outcomes are not well understood.31 Theoretical frameworks
propose that low health literacy causes adverse outcomes
through differences in access to and utilisation of healthcare,
ineffective patient-provider communication, and self care
behaviours (including lifestyle behaviours).18 31Differences may
be explained not only by lack of knowledge and skills but also
by attitudinal and motivational differences, such as less
information seeking and lower self efficacy for health related
actions.18 42 We found that unhealthy behaviours accounted for
a small but significant amount of the increased risk of mortality
for older adults with low health literacy. Our findings are
consistent with data from the United Kingdom, which found
that low health literacy predicted poor diet, smoking, and lack
of physical activity across a wide age range, independent of
socioeconomic indicators.43 Low health literacy may also be
associated with lower involvement in screening,44 and later
presentation of illness. This has important implications for health
promotion initiatives, which should consider media and
messages appropriate for adults with low literacy levels.
For those with a chronic illness it has been suggested that
repeated interactions with the healthcare system contribute to
differences in survival by literacy level.29 45 Patients with low
health literacy are less likely to recall and adhere to instructions
for complex drug or self care regimens.46-48 Low health literacy
can also be a barrier to the effectiveness of shared decision
making.49 50 There is evidence that doctors tend to over-estimate
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patients’ reading abilities,51 leading to patients’ confusion and
anxiety when they are given written information.52 It is plausible
that repeated anxiety and shame associated with reading
difficulties may contribute to the higher levels of depression
associated with low health literacy reported in this and other
studies.20 37We had expected to find a stronger relation between
low health literacy and mortality for participants with chronic
disease, but there was no statistical interaction between
pre-existing chronic condition and health literacy in this study.
It may be that there were too few deaths among patients without
a chronic illness to identify a significant interaction. Future
analyses with longer follow-up and cause specific mortality
may clarify this issue.
This study supports the conceptualisation of low health literacy
as an indicator of broader cognitive difficulties beyond reading
ability, including impaired information processing and
memory.17 18 53Whenmeasures of cognitive function were added
to our fully adjusted model (model 5), this significantly
attenuated but did not eliminate the association between low
health literacy and mortality. This is consistent with previous
studies showing that despite considerable overlap, independent
mechanisms may link cognition and health literacy to
health.16 30 54 This apparent independence may depend on the
breadth of capabilities assessed by the health literacy measure.
Poor literacy skills may be associated with specific
disadvantages for managing health over and above other
cognitive deficits. For example, patients who lack the skills to
write and read drug or appointment reminders may find it harder
to cope with a failing memory.54 Cognitive difficulties in older
adulthood are likely to be related to childhood cognitive ability
(which is heavily influenced by early social and environmental
context),55 educational opportunities, acquisition of knowledge
during adult life, and age related cognitive decline.56 Statistical
adjustment for socioeconomic indicators accounted for about a
third of the association between low health literacy and
mortality. Health literacy, in terms of the knowledge and
capabilities to manage health, may mediate the influence of
socioeconomic indicators, such as educational attainment, on
health outcomes in older age.20 57 58 If disparities in health literacy
related outcomes can be understood and effectively prevented,
improving patients’ health literacy has the potential to reduce
socioeconomic health inequalities.57 59
Efforts to improve health related outcomes for patients with
health literacy have been described at the levels of interactions
with healthcare professionals, healthcare systems, and within
the wider community.19 For example, use of visual aids and
“teach back” communication techniques by clinicians led to
improved anticoagulant outcomes in a randomised controlled
trial.60 System level interventions include simplification of drug
instructions and dosing regimens, interactive online educational
programmes, and complex interventions for the self management
of chronic disease.61 Tailored programmes have resulted in
improved diabetic control62 and lower rates of admission to
hospital and mortality for patients with heart failure who have
low health literacy.63 Although there is evidence that specific
intensive interventions can reduce disease severity, few studies
have reported long term follow-up of clinical outcomes, and so
the potential effects on mortality are hard to estimate.19 61 The
prevalence of low functional health literacy in older adults in
England suggests that in addition to targeted interventions, a
population approach may be warranted, whereby consideration
of health literacy becomes embedded throughout healthcare
design and delivery.64 For example, rather than screening patients
for health literacy, healthcare professionals could routinely
employ evidence based “teach back” communication
techniques.65 Failure to consider patients’ health literacy, in
terms of both functional skills and health related motivation,
may help to explain low uptake of services, such as the NHS
HealthSpace personal electronic health record.66
Longitudinal research designs, ideally from a life course
perspective, will be necessary to clarify the mechanisms linking
low health literacy to adverse health outcomes, and the
effectiveness of prevention activities. It has been argued that,
in addition to healthcare system factors, more comprehensive
health literacy measures are needed that assess higher level
capabilities such as interpersonal communication skills.12 67 It
remains to be seen whether broader conceptualisations of health
literacy will improve prediction of health outcomes and
understanding of the pathways leading to mortality.
Conclusions
This study suggests that a third of older adults in England have
difficulties reading and understanding basic health related
written information. Poorer understanding is associated with
higher mortality. This study comes at time when the prevalence
of long term conditions is rising and patients are increasingly
encouraged to become responsible and active partners in their
care.10 This study serves as a reminder to all healthcare
professionals to adopt communication techniques that are
effective for patients with low health literacy. At a broader level,
the design and delivery of health related services for older adults
in England should be sensitive to the limited health literacy
capabilities within this population.
Contributors: SB did the statistical analysis, wrote the first draft of the
manuscript, and is the guarantor. Both authors designed the study;
analysed and interpreted the data; drafted and critically revised the
manuscript for important intellectual content; and approved the final
version.
Funding: The English Longitudinal Study of Ageing was developed by
a team of researchers based at the University College London, National
Centre for Social Research, and the Institute for Fiscal Studies. The
data were collected by the National Centre for Social Research. The
funding is provided by the National Institute of Aging in the United States,
and a consortium of UK government departments coordinated by the
Office for National Statistics. The developers and funders of the English
Longitudinal Study of Ageing and the UK Data Archive do not bear any
responsibility for the analyses or interpretations presented here. SB is
supported by a PhD Studentship from the British Heart Foundation. AS
holds the British Heart Foundation chair of psychology.
Competing interests: All authors have completed the ICMJE uniform
disclosure form at www.icmje.org/coi_disclosure.pdf (available on
request from the corresponding author) and declare: no support from
any organisation for the submitted work; no financial relationships with
any organisations that might have an interest in the submitted work in
the previous three years; no other relationships or activities that could
appear to have influenced the submitted work.
Ethical approval: The English Longitudinal Study of Ageing was approved
by the London Multicentre Research Ethics Committee (MREC/01/2/91)
and informed consent was obtained from all participants.
Data sharing: Users registered with the Economic and Social Data
Service (ESDS) have access to the English Longitudinal Study of Ageing
datasets, available at www.esds.ac.uk.
1 Ratzan SC, Parker R. National Library of Medicine current bibliographies in medicine:
health literacy (introduction). National Institutes of Health, 2000.
2 Nielsen-Bohlman L, Panzer AM, Kindig DA, eds. Health literacy: a prescription to end
confusion . National Academies Press, 2004.
3 World Health Organization. Health literacy and health behaviour. 2011. www.who.int/
healthpromotion/conferences/7gchp/track2/en/.
4 US Department of Health and Human Services. Healthy people 2020. 2010. http://
healthypeople.gov/2020/topicsobjectives2020/pdfs/HP2020objectives.pdf.
No commercial reuse: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe
BMJ 2012;344:e1602 doi: 10.1136/bmj.e1602 (Published 16 March 2012) Page 5 of 10
RESEARCH
What is already known on this topic
Low functional health literacy is associated with a wide range of adverse health outcomes
Two regional studies in the United States have reported that low health literacy is independently associated with mortality in elderly
adults
The scale of literacy problems in older adults in England is not known
What this study adds
One in three adults over the age of 65 in England had difficulty understanding basic health related written information
Poorer understanding was associated with a higher risk of death over five years, even after accounting for socioeconomic circumstances
and baseline health
The limited health literacy capabilities within this population have implications for the design and delivery of health related services for
older adults in England
5 Public Health Agency Canada. The chief public health officer’s report on the state of public
health in Canada 2010. 2011. www.phac-aspc.gc.ca/cphorsphc-respcacsp/2010/fr-rc/
cphorsphc-respcacsp-07-eng.php.
6 Bankson HL. Health literacy: an exploratory bibliometric analysis, 1997-2007. J Med Libr
Assoc 2009;97:148-50.
7 Gazmararian JA,WilliamsMV, Peel J, Baker DW. Health literacy and knowledge of chronic
disease. Patient Educ Couns 2003;51:267-75.
8 Berkman ND, Sheridan SL, Donahue KE, Halpern DJ, Crotty K. Low health literacy and
health outcomes: an updated systematic review. Ann Intern Med 2011;155:97-107.
9 Kondilis BK, Kiriaze IJ, Athanasoulia AP, Falagas ME. Mapping health literacy research
in the European Union: a bibliometric analysis. PLoS One 2008;3:e2519.
10 Department of Health. Equity and excellence: liberating the NHS. DoH, 2010.
11 Department of Health. Healthy lives, healthy people: our strategy for public health in
England. DoH, 2010.
12 Nutbeam D. The evolving concept of health literacy. Soc Sci Med 2008;67:2072-8.
13 Parker RM, Baker DW, Williams MV, Nurss JR. The test of functional health literacy in
adults: a new instrument for measuring patients’ literacy skills. J Gen Intern Med
1995;10:537-41.
14 Jordan JE, Osborne RH, Buchbinder R. Critical appraisal of health literacy indices revealed
variable underlying constructs, narrow content and psychometric weaknesses. J Clin
Epidemiol 2011;64:366-79.
15 Rudd R. Health literacy skills of US adults. Am J Health Behav 2007;31(Suppl 1):S8-18.
16 Levinthal BR, Morrow DG, Tu W, Wu J, Murray MD. Cognition and health literacy in
patients with hypertension. J Gen Intern Med 2008;23:1172-6.
17 Federman AD, Sano M, Wolf MS, Siu AL, Halm EA. Health literacy and cognitive
performance in older adults. J Am Geriatr Soc 2009;57:1475-80.
18 Von Wagner C, Steptoe A, Wolf M, Wardle J. Health literacy and health actions: a review
and a framework from health psychology. Health Educ Behav 2009;36:860-77.
19 Sudore RL, Schillinger D. Interventions to improve care for patients with limited health
literacy. J Clin Outcomes Manag 2009;16:20-9.
20 Sudore RL, Yaffe K, Satterfield S, Harris TB, Mehta KM, Simonsick EM, et al. Limited
literacy and mortality in the elderly: the health, aging, and body composition study. J Gen
Intern Med 2006;21:806-12.
21 Baker DW,Wolf MS, Feinglass J, Thompson JA, Gazmararian JA, Huang J. Health literacy
and mortality among elderly persons. Arch Intern Med 2007;164:1503-9.
22 Marmot M, Banks JA, Blundell R, Lessof C, Nazroo J, eds. Health, wealth and lifestyles
of the older population in England: the 2002 English Longitudinal Study of Ageing. Institute
for Fiscal Studies, 2003.
23 Banks JA, Breeze E, Lessof C, Nazroo J, eds. Retirement, health and relationships of
the older population in England: the 2004 English Longitudinal Study of Ageing (Wave
2). Institute for Fiscal Studies, 2006.
24 Organisation for Economic Cooperation and Development and Statistics Canada Literacy
in the information age: final report of the International Adult Literacy Survey. OECD and
Statistics Canada, 2000.
25 Learning a living: first results of the adult literacy and life skills survey. Statistics Canada
and Organisation for Economic Cooperation and Development, 2005.
26 Kirsch I. The International Adult Literacy Survey: understanding what was measured.
Educational Testing Service, 2001.
27 Steffick DE. Documentation of affective functioning measures in the Health and Retirement
Study. Documentation report DR-005. HRS/AHEAD, 2000.
28 Health and Retirement Study. Questionnaire. 2000. http://hrsonline.isr.umich.edu/index.
php?p=qnaires#online.
29 Peterson PN, Shetterly SM, Clarke CL, Bekelman DB, Chan PS, Allen LA, et al. Health
literacy and outcomes among patients with heart failure. JAMA 2011;305:1695-701.
30 Sterne JAC, White IR, Carlin JB, Spratt M, Royston P, Kenward MG, et al. Multiple
imputation for missing data in epidemiological and clinical research: potential and pitfalls.
BMJ 2009;338:b2393.
31 Paasche-Orlow MK, Wolf MS. The causal pathways linking health literacy to health
outcomes. Am J Health Behav 2007;31(Suppl 1):S19-26.
32 Baker DW, Wolf MS, Feinglass J, Thompson JA. Health literacy, cognitive abilities, and
mortality among elderly persons. J Gen Intern Med 2008;23:723-6.
33 Braveman PA, Cubbin C, Egerter S, Chidveya S, Marchi KS, Metzler M, et al.
Socioeconomic status in health research: one size does not fit all. JAMA 2005;294:2879-88.
34 Davis TC, Crouch MA, Long SW, Jackson RH, Bates P, George RB, et al. Rapid
assessment of literacy levels of adult primary care patients. Fam Med 1991;23:433-5.
35 VonWagner C, Steptoe A, Wolf MS, Wardle J. Health literacy and health actions: a review
and a framework from health psychology. Health Educ Behav 2009;36:860-77.
36 Wolf MS, Feinglass J, Thompson J, Baker DW. In search of “low health literacy”: threshold
vs gradient effect of literacy on health status and mortality. Soc Sci Med 2010;70:1335-41.
37 Parikh NS, Parker RM, Nurss JR, Baker DW, Williams MV. Shame and health literacy:
the unspoken connection. Patient Educ Couns 1996;27:33-9.
38 Baker DW, Gazmararian JA, Williams MV, Scott T, Parker RM, Green D, et al. Health
literacy and use of outpatient physician services by Medicare managed care enrollees. J
Gen Intern Med 2004;19:215-20.
39 Kriegsman DM, Penninx BW, van Eijk JT, Boeke AJ, Deeg DJ. Self-reports and general
practitioner information on the presence of chronic diseases in community dwelling elderly.
A study on the accuracy of patients’ self-reports and on determinants of inaccuracy. J
Clin Epidemiol 1996;49:1407-17.
40 Baumeister H, Kriston L, Bengel J, Harter M. High agreement of self-report and
physician-diagnosed somatic conditions yields limited bias in examining mental-physical
comorbidity. J Clin Epidemiol 2010;63:558-65.
41 Wilson RS, Beck TL, Bienias JL, Bennett DA. Terminal cognitive decline: accelerated
loss of cognition in the last years of life. Psychosom Med 2007;69:131-7.
42 Osborn CY, Paasche-Orlow MK, Bailey SC, Wolf MS. The mechanisms linking health
literacy to behavior and health status. Am J Health Behav 2011;35:118-28.
43 Von Wagner C, Knight K, Steptoe A, Wardle J. Functional health literacy and
health-promoting behaviour in a national sample of British adults. J Epidemiol Community
Health 2007;61:1086-90.
44 Von Wagner C, Semmler C, Good A, Wardle J. Health literacy and self-efficacy for
participating in colorectal cancer screening: the role of information processing. Patient
Educ Couns 2009;75:352-7.
45 Cavanaugh KL, Wingard RL, Hakim RM, Eden S, Shintani A, Wallston KA, et al. Low
health literacy associates with increased mortality in ESRD. J Am Soc Nephrol
2010;21:1979-85.
46 Macabasco-O’Connell A, Dewalt DA, Broucksou KA, Hawk V, Baker DW, Schillinger D,
et al. Relationship between literacy, knowledge, self-care behaviors, and heart
failure-related quality of life among patients with heart failure. J Gen Intern Med
2011;26:979-86.
47 Williams MV, Baker DW, Honig EG, Lee TM, Nowlan A. Inadequate literacy is a barrier
to asthma knowledge and self-care. Chest 1998;114:1008-15.
48 Osborn CY, Bains SS, Egede LE. Health literacy, diabetes self-care, and glycemic control
in adults with type 2 diabetes. Diabetes Technol Ther 2010;12:913-9.
49 Smith SK, Dixon A, Trevena L, Nutbeam D, McCaffery KJ. Exploring patient involvement
in healthcare decision making across different education and functional health literacy
groups. Soc Sci Med 2009;69:1805-12.
50 Manning DL, Dickens C. Health literacy: more choice, but do cancer patients have the
skills to decide? Eur J Cancer Care (Engl) 2006;15:448-52.
51 Kelly PA, Haidet P. Physician overestimation of patient literacy: a potential source of
health care disparities. Patient Educ Couns 2007;66:119-22.
52 Shaw A, Ibrahim S, Reid F, Ussher M, Rowlands G. Patients’ perspectives of the
doctor-patient relationship and information giving across a range of literacy levels. Patient
Educ Couns 2009;75:114-20.
53 Wolf MS, Wilson EA, Rapp DN, Waite KR, Bocchini MV, Davis TC, et al. Literacy and
learning in health care. Pediatrics 2009;124(Suppl 3):S275-81.
54 Moscovitch M. A neuropsychological approach to perception and memory in normal and
pathological aging. In: Craik FIM, Trehub S, eds. Aging and cognitive processes . Plenum
Press, 1982.
55 Feinstein L. Inequality in the early cognitive development of British children in the 1970
cohort. Economica 2003;70:73-97.
56 Murray C, JohnsonW,Wolf M, Deary IJ. The association between cognitive ability across
the lifespan and health literacy in old age: the Lothian birth cohort 1936. Intelligence
2011;39:178-87.
57 Bennett I, Chen J, Soroui J, White S. The contribution of health literacy to disparities in
self-rated health status and preventive health behaviours in older adults. Ann Fam Med
2009;7:3.
58 Schillinger D, Barton L, Karter A, Wang F, Adler N. Does literacy mediate the relationship
between education and health outcomes? A study of a low-income population with
diabetes. Public Health Rep 2006;121:245-54.
59 Protheroe J, Nutbeam D, Rowlands G. Health literacy: a necessity for increasing
participation in health care. Br J Gen Pract 2009;59:721-3.
60 Machtinger EL, Wang F, Chen LL, Rodriguez M, Wu S, Schillinger D. A visual medication
schedule to improve anticoagulation control: a randomized, controlled trial. Jt Comm J
Qual Patient Safety 2007;33:625-35.
61 Sheridan SL, Halpern DJ, Viera AJ, Berkman ND, Donahue KE, Crotty K. Interventions
for patients with low literacy: a systematic review. J Health Commun 2011;16(Suppl
3):30-54.
62 Rothman R, DeWalt D, Malone R, Bryant B, Shintani A, Crigler B, et al. Influence of patient
literacy on the effectiveness of a primary care-based diabetes disease management
program. JAMA 2004;292:1711-6.
63 DeWalt D, Malone R, Bryant B, Kosner MC, Corr KE, Rothman R, et al. A heart failure
self-management program for patients of all literacy levels: a randomized, controlled trial
[ISRCTN11535170]. BMC Health Serv Res 2006;13:30.
64 Rose G. Sick individuals and sick populations. Int J Epidemiol 1985;14,1:32-8.
65 Baker DW. The meaning and the measure of health literacy. J Gen Intern Med
2006;21:878-83.
66 Greenhalgh T, Hinder S, Stramer K, Bratan T, Russell J. Adoption, non-adoption, and
abandonment of a personal electronic health record: case study of HealthSpace. BMJ
2010;341:c5814.
67 Chinn D. Critical health literacy: a review and critical analysis. Soc Sci Med 2011;73:60-7.
No commercial reuse: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe
BMJ 2012;344:e1602 doi: 10.1136/bmj.e1602 (Published 16 March 2012) Page 6 of 10
RESEARCH
Accepted: 1 February 2012
Cite this as: BMJ 2012;344:e1602
This is an open-access article distributed under the terms of the Creative Commons
Attribution Non-commercial License, which permits use, distribution, and reproduction in
any medium, provided the original work is properly cited, the use is non commercial and
is otherwise in compliance with the license. See: http://creativecommons.org/licenses/by-
nc/2.0/ and http://creativecommons.org/licenses/by-nc/2.0/legalcode.
No commercial reuse: See rights and reprints http://www.bmj.com/permissions Subscribe: http://www.bmj.com/subscribe
BMJ 2012;344:e1602 doi: 10.1136/bmj.e1602 (Published 16 March 2012) Page 7 of 10
RESEARCH
Tables
Table 1| Participant characteristics at baseline by health literacy score. Values are numbers (percentages) unless stated otherwise
P value, for trend
Health literacy score
Characteristics Low (n=982)Medium (n=1597)High (n=5278)
Age group (years):
<0.001175 (17.8)433 (27.1)1815 (34.4)52-59
284 (28.9)518 (32.4)1852 (35.1)60-69
315 (32.1)449 (28.1)1179 (22.3)70-79
208 (21.2)197 (12.3)432 (8.2)≥80
0.998462 (47.0)669 (41.9)2384 (45.2)Men
Educational qualifications:
<0.001618 (62.9)735 (46.0)1552 (29.4)None
267 (27.2)577 (36.1)2141 (40.6)Up to degree level
96 (9.8)284 (17.8)1585 (30.0)Degree or equivalent
Occupational class:
<0.001168 (17.1)379 (23.7)2055 (38.9)Managerial
216 (22.0)386 (24.2)1272 (24.1)Intermediate
572 (58.2)816 (51.1)1885 (35.7)Routine
Wealth fifth:
<0.001294 (29.9)330 (20.7)757 (14.3)1, lowest (poorest)
209 (21.3)309 (19.3)948 (18.0)2
186 (18.9)316 (19.8)309 (19.2)3
139 (14.2)306 (19.2)1090 (20.7)4
102 (10.4)244 (15.3)1210 (22.9)5, highest (wealthiest)
52 (5.3)92 (5.8)261 (4.9)Missing
Ethnicity:
0.173879 (89.5)1430 (89.5)4662 (88.3)White
22 (2.2)28 (1.8)120 (2.3)Non-white
81 (8.2)139 (8.7)496 (9.4)Missing
<0.001462 (47.0)587 (36.8)1620 (30.7)Limiting longstanding illness
<0.001700 (71.3)1002 (62.7)2894 (54.8)Limitied activities of daily living
<0.001232 (23.6)257 (16.1)644 (12.2)Depressive symptoms
<0.001721 (26.6)335 (21.0)940 (17.8)Heart disease*
<0.00198 (10.0)124 (7.8)294 (5.6)Diabetes
<0.00155 (5.6)51 (3.2)110 (2.1)Stroke
0.92227 (2.7)49 (3.1)149 (2.8)Cancer
0.016125 (12.7)165 (10.3)524 (9.9)Asthma
0.08620 (2.0)24 (1.5)69 (1.3)Chronic lung disease
Health behaviours:
0.003179 (18.2)270 (16.9)724 (13.7)Current smoker
<0.001612 (62.3)1198 (75.0)4300 (81.5)Exercise once weekly
<0.001225 (22.9)410 (25.7)1649 (31.2)Daily/almost daily alcohol consumption
0.49227.9 (4.8)28.3 (5.0)27.8 (4.7)Mean (SD) body mass index†
Cognitive function:
<0.001688 (70.1)1222 (76.5)4395 (83.3)Time orientation (correct date)
<0.0014.7 (1.7)5.4 (1.7)6.0 (1.6)Mean (SD) recall (No of words)
<0.00116.6 (5.8)18.9 (6.0)21.2 (6.2)Mean (SD) fluency (animals)
*Includes self reported angina, heart attack, abnormal heart rhythm, or congestive heart failure.
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Table 1 (continued)
P value, for trend
Health literacy score
Characteristics Low (n=982)Medium (n=1597)High (n=5278)
†Measured at nurse visit (n=6149).
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Table 2| Association between health literacy score and all cause mortality, based on participants surviving more than 12 months after
interview (n=7857)
Hazard ratios (95% CI)*
Models P valueLow health literacyP valueMedium health literacy
<0.0012.77 (2.29 to 3.35)<0.0011.49 (1.23 to 1.82)Crude hazard ratio
<0.0011.75 (1.44 to 2.12)0.0341.24 (1.02 to 1.51)Model 1: adjusted for age and sex
<0.0011.57 (1.29 to 1.92)0.0761.20 (0.98 to 1.46)Model 2: model 1+education, wealth,
occupation, and ethnicity
<0.0011.47 (1.20 to 1.79)0.1441.16 (0.95 to 1.42)Model 3: model 2+baseline health
status†
0.0011.41 (1.15 to 1.73)0.1681.15 (0.94 to 1.41)Model 4: model 3+health behaviours‡
0.0271.26 (1.03 to 1.56)0.5081.07 (0.87 to 1.31)Model 5: model 4+cognitive function§
*Obtained from sequentially adjusted multivariable Cox proportional hazards regression models with high health literacy as reference category.
†Included longstanding limiting illness, limited activities of daily living, depressive symptoms, and self reported doctor diagnosed disease: heart disease, diabetes,
stroke, cancer, asthma, and chronic lung disease.
‡Included current smoking, moderate or vigorous exercise once or more weekly, and daily or almost daily alcohol consumption.
§Cognitive function included orientation in time, immediate recall of word list, and fluency in an animal naming task.
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